We examined two indicators of the temporal trajectory of caregiving: (a) duration of caregiving and (b) the perception that caregiving is a new role, an ongoing role, or a role that will end soon. The association between the two depended on the type of onset of the caregiving role (abrupt or gradual) and the type of kinship relationship with the care recipient (wife or daughter). Daughters in later stages of caregiving had a more distant relationship with the care recipient and more subjective burden than daughters in the earlier stages. Wives evidenced the opposite pattern, as those who had been providing care for a longer duration of time reported less burden, and those who perceived themselves to be in the later stages of caregiving reported a closer relationship with their husband.
The focus of this article is on caregiving for elderly family members. In particular, we examine the transitions that are inherent in the caregiving role, but have rarely been described in past research. In 1992, Pearlin conceptualized caregiving as a career. He clarified that there are a "panoply of changes" during the period of caregiving, driven by "dynamic and evolving demands, activities and dispositions" and resulting in "a reshaping of how caregivers think of themselves, the restructuring of their self-concepts" (p. 647). Following Pearlin, we also conceptualize caregiving as a career, but whereas Pearlin identified the stages of this career as consisting of residential caregiving, institutional placement, and bereavement, we have focused on perceived transitions within the period that direct care is being provided. Further, a prevalent form of caregiving not included within Pearlin's conceptual model but that we included in our analysis is non-coresidential caregiving, that is, when the caregiver and care recipient do not share a household but the care recipient does not live in a nursing home or an institution.
There are different experiences, demands, and impacts on caregivers throughout the period that they are providing care (Pearlin & Aneshensel, 1994) . That is, the time when care is first needed and the time when caregiving is nearly at an end present different challenges to the caregiver. For example, Litvin (1992) has shown that status transitions in care recipients (e.g., declining health, reduced social participation) are associated with a more negative future outlook in their family caregivers. Avison, Turner, Noh, and Speechley (1993) studied different types of caregivers and noted the variations in caregiving trajectories of parents of children with disabilities, parents of children with cancer, single mothers, and spouses of persons with mental illness. However, most past research has not highlighted the subjective dynamics of the caregiving process nor distinguished among caregivers at different stages. In contrast, we are attempting to describe the subjectively defined natural history of the caregiving career and to investigate its time-varying psychological consequences.
Definition and Temporal Aspects of Family Caregiving
In order to understand the dynamics of the caregiving career, we first need to ask, what is family caregiving? Past reviews of the literature have shown wide variation in the definitions of family caregiving (Barer & Johnson, 1990; Stone, 1991) . According to all definitions, however, family caregiving is not distinct from the ordinary "give and take" of family relationships, but rather is an extension of an ongoing caring relationship and grows out of prior patterns of support and assistance. In this sense, the beginning of caregiving is very different from the beginning of other major family role transitions, such as parenthood or widowhood, which have a discrete demarcation from prior states. Yet, when caregiving begins, there is a transformation in the direction, amount, and necessity of help previously exchanged by family members -from more reciprocal to more unilateral, and with increasing amounts of assistance required for the survival of the care recipient.
However, there is ambiguity with respect to when this transformation actually occurs. As Pearlin and Aneshensel (1994) noted, "People are usually able to estimate how long ago they began to take care of their impaired relatives. What people cannot do so easily is to establish the time at which they began to think of themselves as caregivers to their relatives, to identify themselves with a role" (p. 376). Thus, the subjective entry into the caregiving role may have a different timing than the more objectively defined beginning of caregiving.
One factor that may affect the subjective entry into the caregiving role is whether the onset of the need for care is abrupt or gradual. Very little past research has examined this aspect of the caregiving process. One of the few available studies was conducted by Reese, Gross, Smalley, and Messer (1994) , who contrasted caregivers of persons with Alzheimer's disease (a gradual onset) with caregivers of persons who had had a stroke (an abrupt onset). The objective duration of caregiving, which was indicated by years since diagnosis, was the same for both samples. However, caregivers of persons with Alzheimer's disease were more distressed psychologically than caregivers of persons with stroke, despite the comparable duration of care. The authors conjectured that caregivers of persons with Alzheimer's disease, possibly unbeknownst to themselves, had been caregivers for years prior to the date that they identified as the point of onset of caregiving. This disparity arises because dementia is an insidious process that begins to take its toll before a caregiver is even aware of the extra help he or she may be giving. In a review of studies of caregiving in different types of illnesses, Biegel, Sales, and Schulz (1991) concluded that in caregivers of persons with a sudden onset (e.g., heart attack, a diagnosis of cancer), there is a peak of psychological distress after the initial diagnosis, followed by a reduction in distress as time passes. However, this pattern of peaking of caregiver stress following diagnosis was not observed in family caregivers of persons with a gradual onset of disease or disability.
According to our conceptualization, the type of onset of caregiving as either abrupt or gradual will condition the caregiver's subjective identification with the caregiver role. Based on the findings of Reese et al. (1994) , we expect a gradual onset to be associated with poorer caregiver well-being due to the ambiguity that this type of onset introduces into the caregiving experience. Our expectation is also based on the findings of Biegel et al. (1991) , which indicated that when there is an abrupt onset, a diminution of distress is experienced after the initial stressful period, whereas those with a gradual onset of caregiving report no such relief.
Following either an abrupt or a gradual onset, we expect that the caregiving role will have both an objective and a subjective trajectory, based on the Pearlin and Aneshensel (1994) observation quoted earlier. The objective trajectory is defined as the number of years since a family member began providing care. Virtually all past studies of caregiving focused on objectively defined duration of care (Haley & Pardo, 1989; Hoyert & Seltzer, 1992; Schulz, Williamson, Morycz, & Biegel, 1993; Zarit, Todd, & Zarit, 1986) . Some of these studies found that the longer the duration of care, the poorer the caregiver wellbeing (e.g., Hoyert & Seltzer, 1992; Schulz et al., 1993; Skaff & Pearlin, 1992) , whereas others showed that over time, some caregivers develop new coping skills and derive a new purpose in life from the caregiving role (e.g., Townsend et al., 1989; Zarit et al., 1986) . These two patterns reflect competing explanations of the over-time impact of caregiving: the "wear and tear" hypothesis versus the "adaptation" hypothesis, both of which were described by Townsend and colleagues in 1989. Yet other studies reported that caregivers show stability rather than either decline or improvement over time (Pagel, Becker, & Coppel, 1985; Schulz et al., 1988) .
Although the objective definition of the duration of caregiving has face validity, it may not capture the subjective experience of the trajectory of this role. Therefore, it is important to attend also to the stages of the caregiving career as subjectively experienced -a new role, an ongoing role, or a role that is expected to end soon. It is possible that the objective and subjective trajectories of caregiving will not closely correspond. As we noted earlier, one reason for this potential disjunction is that identification with the role of caregiver, which is a psychological process, may not progress evenly in increments of months and years or may not begin when caregiving actually begins. Additionally, as diseases and medical conditions vary in their duration, it is possible that there will be some instances in which duration between diagnosis and death is brief and caregivers must categorize themselves with respect to either the point of onset (i.e., a new role) or with respect to their expectations of how much additional time will elapse until the caregiving role is relinquished (i.e., a role that is expected to end soon). In our conceptualization, the self-perception that one is either a new caregiver, an ongoing caregiver, or a caregiver whose responsibilities are nearly at an end reveals the subjective experience of the trajectory of the caregiving role more explicitly than duration measured objectively in months and years.
Thus, in order to better understand the temporal complexities of the caregiving career, our research includes three overlapping but conceptually distinct constructs: (a) the type of onset of the caregiving role (abrupt or gradual), (b) the duration of time since the caregiver began to provide assistance (in calendar time), and (c) the subjective perception that caregiving is a new role, an ongoing role, or a role that is expected to end soon. two most prevalent types of kinship relationships: wives caring for their aging husbands, and daughters caring for their aging parents. Wife and daughter caregivers have been found to differ both in their over-time response to caregiving and with respect to their absolute level of well-being. Some past studies have shown that the duration effect is different for wives caring for their aging husbands and daughters caring for their aging parents. For instance, Hoyert and Seltzer (1992) found that the longer that care had been provided, the worse was the caregiver's wellbeing among adult daughters caring for their aging parents, but this pattern was not evident for wife caregivers, who show more constant well-being over time. In general, wife caregivers report more burden (Cantor, 1983; Harper & Lund, 1990) and have poorer physical and psychological well-being than daughter caregivers (George & Cwyther, 1986; Quayhagen & Quayhagen, 1988) . In other studies, different predictors of well-being were found for wife and daughter caregivers (Enright, 1991; Lawton, Moss, Kleban, Glicksman, & Rovine, 1991; Montgomery & Kosloski, 1994; Rosenthal, Sulman, & Marshall, 1993) . However, this pattern of differences might be confounded by living arrangement, as wives are considerably more likely to coreside with the care recipient than daughters Noelker, 1990) .
Our study extends this line of kinship research to examine how type of onset, objectively defined duration of caregiving, and subjectively defined stage of caregiving are different for wives and daughters, and further, if they are differentially related to wellbeing in both wife and daughter caregivers.
Research Questions and Hypotheses
To pursue these issues, we posed three research questions. First, we asked, to what extent do the objective and subjective trajectories of caregiving correspond with each other? We hypothesized that, in general, the association between objectively defined duration of caregiving and subjectively defined stage of caregiving would be weak. Further, we hypothesized that the degree of correspondence between duration of caregiving and stage of caregiving will depend on how caregiving began (abrupt versus gradual onset) and also on the pattern of kinship relationship (wife versus daughter). Specifically, we hypothesized that when the onset of caregiving is abrupt, the association between duration and stage will be stronger than when the onset of care is gradual. Further, we hypothesized that the association between stage and duration will be stronger for daughters than for wives, as the prior relationship between daughters and their aging parents undergoes a more fundamental transformation (i.e., a role reversal) than does the prior relationship between a wife and her husband. Thus, we predict that the greater the transformation and the more abrupt the onset, the stronger will be the association between the objective and subjective trajectories of caregiving.
For our second research question, we investigated the factors that predict which subjectively defined stage of the caregiving career -a new role, an ongoing role, or a role that will end soon -will be selected by a caregiver as characteristic of her current circumstances. Besides duration and type of onset of caregiving, four factors were hypothesized to affect subjective self-assessment of caregiving stage: (a) the health status of the care recipient, (b) the health status of the caregiver, (c) the age of the caregiver, and (d) the education of the caregiver. We include the health status of the care recipient in this analysis as it is a rough indicator of how much longer care is needed. We include the health status of the caregiver in this analysis as it is a rough indicator of how much longer she can perform the caregiving role. Age of caregiver indicates life stage, which may affect a caregiver's subjective assessment of her caregiving career. Education of the caregiver indicates the socioeconomic status of the caregiver, which may affect her likelihood of exiting the caregiving role.
Our third research question examined how type of onset, objectively defined duration of caregiving, and subjectively defined stage of caregiving are related to two indicators of caregiving well-being: (a) their appraisal of the level of closeness in the relationship with the care recipient and (b) their feelings of subjective burden. It was our hypothesis that subjectively defined stage of caregiving would be a stronger predictor of relationship closeness and subjective burden than objectively defined duration of caregiving for both wives and daughters. We further hypothesized that a gradual onset would be associated with poorer well-being than an abrupt onset, as a gradual onset introduces ambiguity into the caregiving trajectory.
Additionally, we hypothesized that for daughter caregivers, the beginning of caregiving will be experienced more negatively than the ending stage of this process, whereas for wives the reverse is expected. Our reasoning was as follows. When daughters begin to care for an aging parent, they experience a fundamental transformation of the previous parentchild relationship. In contrast, the end of caregiving by an adult daughter for an elderly parent may represent, in addition to the impending loss of the parent, the chance for the daughter to attend again to her own family, career, and personal interests that may have been neglected during the years of caregiving. In addition, she may have gained a sense of accomplishment from having "done the right thing" for her parent. For these multiple reasons, the end of caregiving might be less stressful for daughters than the beginning of this role. Thus, we hypothesized an adaptational pattern for daughters.
We anticipated a different pattern for wife caregivers. For wives, providing care is a continuation of ongoing patterns of give and take between spouses, and caregiving is more of a natural extension of the wife's previous relationship with her husband. However, the end of caregiving signals the impending loss of her life's partner, the end of her status as a
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The Gerontologist wife, and often an increase in financial insecurity. Thus, we hypothesized a "wear and tear" pattern for wives.
Methods
Our study is a three-wave longitudinal study of wives and daughters of care recipients age 60 or older, which is funded by the National Institute on Aging. The data in this article are from the first wave of data collection, which was recently completed.
Sample
We recruited a probability sample of caregivers in Wisconsin. The sample was a subset of a larger probability sample drawn by random digit dialing techniques for the State of Wisconsin Bureau on Aging in 1991. The larger sample consisted of 2,250 persons age 60 or older. In addition, 500 persons younger than age 60 who provide out-of-home care to a relative age 60 or older were included. To ensure a sufficiently large pool of caregivers, we supplemented this base with an additional 1,000 households contacted through random digit dialing procedures.
We telephoned all of these persons in 1993 and screened them to determine their current caregiving status. If a wife or a daughter provided assistance to a husband or a parent, due to his or her aging or illness or disability, with at least one of the following tasks, she was included in our study: eating, dressing, bathing, using the toilet, getting in and out of bed, getting around inside the house, housework, preparing meals, finances, yard work, shopping, and taking medications. This broad definition of caregiving was used to identify family members in the beginning of the caregiving role as well as those who were further along in this process. In addition, this approach generated a group of care recipients who were extremely heterogeneous in their reason for needing care, including dementia, heart disease, stroke, arthritis, diabetes, and many nonspecific sources of dependency. Of the wives and daughters who met study criteria, 73.8% agreed to participate. Only caregivers of care recipients who lived in noninstitutional settings were included in this analysis.
The characteristics of the sample are portrayed in Table 1 . The wife caregivers (n = 121) averaged 70.0 years of age. Virtually all were white (99%). There was considerable diversity in wife caregivers' level of education; 25.6% had not graduated from high school and 31.4% had some post-high school education. According to our sampling criteria, all were married (i.e., wives caring for their husbands). About one-fourth (24.8%) were employed at the time of the interview. Household income averaged $27,668 in 1993-94. Although 67.8% of the wives considered their health to be good or excellent, fully 32.2% rated their health as only fair or poor.
The daughter caregivers (n = 147) differed significantly from the wives in several respects. They were younger (56.1 years, on average) and were more highly educated. In fact, only 4.8% of the daughter caregivers had not graduated from high school, and fully 42.8% had some post-high school education. They also were more likely to be employed at the time of the interview (56.2%), and their family income was consequently higher ($40,721) . Consistent with their younger age, the daughter caregivers rated their health more favorably than the wives, with fully 83.0% considering their health to be good or excellent. Most daughters (87.7%) were married at the time of the interview.
The two groups of care recipients (i.e., the husbands and parents) differed in age (74.8 as compared with 82.8 years of age, respectively). As a result of the design of the study, they also differed in two other respects: (a) gender (all care recipients of the wife caregivers were male, whereas 83.7% of the care recipients of the daughter caregivers were female) and b) marital status (all husbands of the wife caregivers were married, whereas only 23.1% of the parents of the daughter caregivers were married). The two groups of care recipients also differed in their likelihood of living with the caregiver (100% of the wife caregivers lived with the husbands to whom they provided care, whereas 85.7% of the parents of the daughter caregivers did not live in the daughter's household). These differences reflect the structure of the study and are issues to which we will return in our analysis and in the interpretation of findings.
Note that the two groups of care recipients were quite similar in the demands of caregiving. The husbands and parents to whom care was given did not differ in health status, extent of problem behaviors, or memory difficulties. It was only with respect to activities of daily living and instrumental activities of daily living (ADL and IADL) skills that the two groups differed, with the aging parents slightly more independent than the husbands (mean = 21.6 vs 20.2, respectively, on a 30-point scale). The two groups of care recipients also did not differ in the reason care was needed (not shown in the table), with approximately 17% of both groups having dementia, 10% reporting heart disease, and 10% having had a stroke. Of the remaining care recipients, fewer than 10% reported any single diagnosis, reflecting the heterogeneity of this community-based probability sample.
Finally, we see that roughly the same proportion of wives and daughters reported that their entry into the caregiving role was either gradual or abrupt. Also, the two groups were similar regarding their self-categorized stage of caregiving. However, wives reported a significantly shorter duration of caregiving than daughters (6.12 vs 8.03 years).
Although our sample is a probability sample of the Wisconsin noninstitutionalized elderly population receiving care from a family member, it is not necessarily representative of the U.S. population meeting these criteria. In comparison with the national sample of caregivers described in Stone, Cafferata, and Sangl (1987) , our sample is similar in age but more middle class than other wife and daughter caregivers. This difference limits the generalizability of the study.
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Measures
We collected data directly from caregivers in interviews conducted primarily in the caregiver's home. Caregivers also completed a set of self-administered measures.
The key variables in this analysis were onset, duration, and stage of caregiving. To assess onset, caregivers were asked whether the husband's or parent's need for care had an abrupt (coded 0) or a gradual (coded 1) onset. To assess duration, respondents were asked to recall the year in which they first provided assistance to their husband or parent because of limitations imposed by the care recipient's aging, health, or disability. Duration was thus measured as the number of years since care was first provided, consistent with much past research (e.g., Pearlin, Mullan, Semple, & Skaff, 1990; Pett, Caserta, Hutton, & Lund, 1988) .
Stage of caregiving, our indicator of the subjective trajectory of the caregiving experience, was measured on a 5-point scale, based on the self-report of the caregiver: 1 = caregiving is a new role for me; 3 = it is neither a new role nor do I expect it to end soon; and 5 = the help I give will end soon. The codes of 2 and 4 were available to respondents as intermediate points on this scale. Note that we did not restrict the reason a sample member might define herself as a caregiver whose role might end soon. Thus, caregivers selected this option if they expected the care recipient to die soon, to move to a nursing home, and so on. Therefore, it would not be warranted to equate the last stage of caregiving as necessarily preceding nursing home placement. Rather, the rating indicates the respondent's selfdefined position in her caregiving career.
We included two measures of caregiver wellbeing, namely, closeness of the relationship with the care recipient and subjective burden. Closeness of the relationship was measured by the Positive Affect Index (Bengtson & Black, 1973) , a 15-item scale assessing how the caregiver feels about the care recipient and how the caregiver thinks the care recipient feels about her. Caregivers choose response categories from 1 (not at all) to 6 (extremely). Examples of items are "How much do you trust your husband/
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The Gerontologist parent?" and "How close do you feel in the relationship between you and your husband/parent?" Means and standard deviations (in parentheses) for the Positive Affect Index for wives and daughters, respectively, were 70.88 (12.06) and 68.80 (12.97) .
Subjective burden was measured by the Zarit Burden Interview (Zarit, Reever, & Bach-Peterson, 1980 ), a 29-item self-report inventory. Examples of items are "I feel my health has suffered because of my involvement with my husband/parent" and "I feel strained in my interactions with my husband/parent." Caregivers were asked to indicate how much each statement describes them, ranging from 0 (not at all) to 2 (extremely). Means and standard deviations (in parentheses) for the Burden Interview for wives and daughters, respectively, were 31.33 (7.91) and 32.62 (7.84).
Alpha reliabilities of the scales of closeness of the relationship and subjective burden were .94 and .90, respectively, in wives, and .94 and .86, respectively, in daughters.
We also measured the characteristics of the caregivers, including age (in years), race (1 = white, 0 = other), education level (1 = 8-11th grade, 2 = high school graduate/CED, 3 = 1-3 years college but no degree, 4 = associate degree, 5 = bachelor degree, 6 = post BA/BS but not graduate degree, 7 = graduate degree), marital status (1 = married, 0 = not married), employment status (1 = employed, 0 = not employed), and family income (in thousands). Caregivers rated their health status from poor to excellent (1-4).
Characteristics of the care recipients that were measured included age (in years), gender (1 = female, 0 = male), marital status (1 = married, 0 = not married), and residence (1 = with the caregiver, 0 = elsewhere). In addition, the care recipient's health status was measured using the same item as we used to assess the health of the caregiver (1-4 = poor to excellent). Level of independence was assessed with respect to 15 ADL and IADL areas (e.g., walking, dressing, preparing meals) using a 3-point scale (0 = not at all, 1 = with help, and 2 = independent). Problematic behaviors (Pearlin et al., 1990 ) is a 14-item scale with response categories ranging from 0 (never) to 2 (usually). Examples of items are "How often does your husband/parent repeat questions/ stories?" and "How often does your husband/parent swear or use foul language?" Memory limitations (Pearlin et al., 1990) were measured with an 8-item scale of difficulties with memory ranging from 0 "not at all difficult" to 4 "can't do at all." Sample items include difficulty remembering recent events and difficulty remembering words.
Methods of Data Analysis
Based on the inherent differences in our samples of wife and daughter caregivers with respect to marital status, gender of the care recipient, and coresidence, we conducted separate but parallel analyses of the two samples. In preliminary analyses of the daughter sample, we included controls for marital status, gender of the care recipient, and coresidence in the multivariate models. Only marital status was ever a significant predictor. Therefore, in the final models, marital status (but not gender or coresidence) was included as a control.
To address the first research question, we examined the bivariate correlations between objectively defined duration and subjectively defined stage of caregiving for wives and daughters with gradual versus abrupt onset.
For the second research question, multiple regression analysis was used to investigate the factors that predict a caregiver's subjectively defined stage of caregiving. We present two models each for wives and daughters. In Model 1, the independent variables hypothesized to predict perceived stage in the caregiving career included health status of the care recipient, health status of the caregiver, age of the caregiver, and education of the caregiver. Also included in Model 1 were duration of caregiving and type of onset. In Model 2, we added the interaction term (duration x onset type) to the preceding equation to complement the correlational analysis of the first research question. Procedures for including interaction effects in regression equations were based on Aiken and West (1991) and Jaccard, Turrisi, and Wan (1990) .
The third research question examined how the temporal features of caregiving relate to relationship closeness (see Table 3 ) and subjective burden (see Table 4 ). In both tables, we examined in separate models how perceived stage of caregiving and duration of caregiving predicted well-being. More specifically, for the analysis of stage of caregiving, in Model 1 we first controlled for characteristics of the caregiver (employment status, education, age, marital status) and characteristics of the care recipient (health status, ADL, memory limitations, problem behaviors). Then type of onset and stage of caregiving were brought into Model 1. In Model 2, the stage x onset interaction term was entered. The analysis of duration of caregiving was structured in a parallel fashion, with Model 3 consisting of the control variables followed by type of onset and duration, and Model 4 including the onset x duration interaction term. Again, procedures recommended by Aiken and West (1991) and jaccard et al. (1990) were followed for the interaction terms. We also checked for the possibility of a curvilinear relationship between both duration and stage of caregiving and the dependent variables in this analysis. There was no evidence of curvilinear relationships, so these data are not reported.
Note that the predictors of caregiving stage included in the analysis of Research Question 2 differed from the control variables included in the analysis of Research Question 3. The reason for this difference was that the variables included as predictors of stage of caregiving (for Research Question 2) were selected to test four specific hypotheses (described earlier) about how the characteristics of the caregiver and care recipient are related to stage in the caregiving career. In contrast, the variables included as controls in the analysis of closeness in the Vol.36, No. 5,1996relationship with the care recipient and subjective burden (for Research Question 3) were brought into these models to control for competing hypotheses, identified in past research, about the factors that might affect these two dependent variables. The prediction of stage of caregiving is at a very preliminary and exploratory level, as it had not been investigated in past research. In contrast, much is known about the factors that affect closeness between a caregiver and a care recipient and subjective burden (e.g., Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995) . Hence, a wider range of controls in these latter models is warranted.
Results

Objective and Subjective Definitions of the Trajectory of Caregiving
Our first research question was "What is the relationship between objectively and subjectively defined trajectory of caregiving?" Subsumed under this research question were two hypotheses: (a) the association between duration and stage would be stronger for daughter caregivers than wife caregivers, and (b) for those who experienced an abrupt onset of caregiving, the association between duration and stage would be significant, whereas for those with a gradual onset, this would not be the case.
We found that when both type of kinship relationship and type of onset were taken into account, a clear pattern of the relationship between stage and duration emerged. Specifically, for wife caregivers, there was a significant association between duration of caregiving and perceived stage of the caregiving career for those who had a gradual onset of caregiving (r = .323, p < .01), but for wives with an abrupt onset of this role there was no relationship between duration and stage of caregiving (r = .041). For daughter caregivers, the reverse pattern was evident: There was a significant association between duration and stage of caregiving for those who had an abrupt onset (r = .242, p < .05), but no association for daughters with a gradual onset of this role (r = .031).
Thus, our answer to the first research question is that a caregiver's subjective experience of the stages of caregiving does not correspond in a linear way to the number of years that she has been providing care. We did not find support for our hypotheses that the association between duration and stage would be stronger for daughters than for wives, or for those with abrupt or gradual onset. Rather, the relationship between objective duration and subjective stage depends upon both type of onset of caregiving and kinship relationship. Specifically, for wives with a gradual transition into this role and for daughters with an abrupt onset, there was a significant association between objectively defined duration of caregiving and subjectively defined stage. However, for the other two groups (wives experiencing an abrupt onset and daughters with a gradual onset), this was not the case.
Predictors of Perceived Stage of Caregiving
Next, we examined the factors that may account for why a caregiver perceives that she is experiencing either a new role, an ongoing role, or a role that will end soon. These factors might propel a caregiver to move along the subjective stages of caregiving. Therefore, our second research question was "What are the factors that predict a caregiver's perception that she is in the early, ongoing, or later stages of caregiving?"
The dependent variable in this multiple regression analysis was stage of caregiving (ranging from 1 = a new role to 5 = a role expected to end soon). The independent variables included health status of the care recipient, health status of the caregiver, age of the caregiver, and education of the caregiver. (For daughter caregivers, we also included marital status as a control variable.) We hypothesized that a later stage of caregiving would be predicted by poorer health in the care recipient (because poorer care recipient health might signify that care might not be needed much longer), poorer health of the caregiver (because poorer health in this instance might signify that the ability to provide care is diminishing), older age of the caregiver (because the caregiver perceives that her own lifespan is limited), and higher levels of education (viewing education as a proxy for socioeconomic status, because higher SES caregivers may have the resources to exit the caregiving role). We also included duration, type of onset, and the interaction between duration and type of onset as predictors of stage of caregiving, based on the findings of our previous analysis.
As shown in Table 2 , for wife caregivers, health of caregiver (trend level) and level of education were predictive of self-rated stage of caregiving. Wife caregivers who had poorer health and more years of education were more likely to feel that they were in later stages of caregiving, as we hypothesized. The interaction between type of onset and duration of care was also a significant predictor of caregiving stage for wife caregivers. For wives who had a gradual onset of the caregiving role, the longer the time care had been provided, the greater the likelihood that the wife would perceive herself as at a later stage of the caregiving career. This latter finding was consistent with the analysis reported for Research Question 1.
A distinct set of predictors emerged in our analysis of daughter caregivers. Health of the care recipient, age, education, and marital status of the caregiver were predictors of self-rated stage of caregiving. Daughters who were older, better educated, married, and had a parent in poorer health were more likely to assess themselves to be in the later stages of the caregiving career. Also, the interaction between type of onset and duration of care was a significant predictor of stage of caregiving for daughters. Specifically, for daughters who had an abrupt onset of caregiving, those who provided care for a longer time perceived themselves at a later stage. Again, this latter finding is consistent with the analysis reported for Research Question 1. .21
Note: p = standardized regression coefficient; b = unstandardized regression coefficient. + p < .10; *p < .05; **p < .01; ***p < .001.
To summarize, there was a distinct pattern of factors predictive of a wife's versus a daughter's perception that she was in the later stages of this role. Wife caregivers who felt that they were in the later stages of caregiving were in poorer health and had more education, and if they had a gradual onset, a longer duration of care predicted self-designation as being in a later stage of caregiving. Daughter caregivers who perceived themselves to be in the later stages of caregiving were older, better educated, more likely to be married, and had a parent in poorer health. Also, when daughters reported an abrupt onset of the caregiving role, a longer duration of caregiving contributed to their perception of being in the later stages of caregiving.
Predictors of Closeness in the Relationship with the Care Recipient and Subjective Burden
Our third research question assessed whether the temporal indicators of the caregiving career (type of onset, objectively defined duration of care, and subjectively defined stage of caregiving) are predictive of a caregiver's feelings of closeness with the care recipient and subjective burden. As noted earlier, most past research has suggested that the longer the period of caregiving, the poorer the well-being (Hoyert & Seltzer, 1992; Schulz et al., 1993) , although other studies have suggested an adaptational process (e.g., Townsend et al., 1989) . Tables 3 and 4 present the results of the multiple regression models that address this research question. In Table 3 , the dependent variable is closeness of the relationship between caregiver and the care recipient, whereas in Table 4 , the dependent variable is subjective caregiving burden.
As shown in Table 3 , for wife caregivers, stage of caregiving was a significant predictor of the closeness of their relationship with their husband. Later stage wives had a closer relationship with their husband than those in earlier stages. Duration of care, in contrast, was not significant in predicting feelings of closeness for wife caregivers.
Among daughter caregivers, stage of caregiving was also a significant predictor of the closeness in the relationship with the parent for whom care is given, but in the opposite direction as for wives. Later stage daughters had a more distant relationship with the parent to whom they provided care than earlier stage daughters. Duration of caregiving was not found to be a significant predictor of relationship closeness for daughters.
For both wives and daughters, when the care recipient had more behavior problems, the relationship was perceived to be more distant. For wives, the degree of memory limitations of the husband was significant in the duration model, with more serious memory limitations predicting a more distant relationship. For daughters, although not significant, there was a trend for marital status to predict closeness in the relationship (duration model). Married daughters had a more distant relationship with the parent to whom care was provided than unmarried daughters.
Turning next to Table 4 , which presents the factors predictive of subjective burden, we found that the interaction between type of onset and duration was of borderline significance (p = .06) for wife care- Note: p = standardized regression coefficient; b = unstandardized regression coefficient; the dependent variable in all models in this table is closeness in the relationship. +p < .10; *p < .05; **p < .01; ***p < .001.
givers. For wives who reported an abrupt onset of the caregiving role, duration of care was a predictor of burden. For these wives, the longer that care was provided, the lower the level of subjective burden. For wives who reported a gradual onset of the caregiving role, there was no relationship between duration and burden. For daughters, stage of caregiving but not duration was a significant predictor of their subjective burden, but again in the opposite direction than for wives. Later stage daughters had higher levels of burden.
Additionally, for both wives and daughters, level of problem behaviors of the care recipient was a significant predictor of burden. When the care recipient exhibited more problem behaviors, the caregiver felt more burdened. Age of the caregiver was significant for wives in the stage model and for daughters in both models, with younger caregivers feeling more burdened.
To summarize, the association between the temporal indicators of the trajectory of caregiving and caregiver well-being were distinct for wives and daughters. Later stage wives felt closer to their husband than wives in the earlier stages of caregiving, and wives who had provided care for a longer duration felt less burdened than wives whose duration of care was shorter, provided that the onset of caregiving was abrupt. For daughter caregivers, perceived stage of caregiving predicted both measures of caregiver well-being, but in the opposite direction as in wives. Later stage daughters had a more distant relationship with the parent to whom care was provided and felt more burdened.
Discussion
We found support for our hypothesis that objectively defined trajectory of caregiving would not correspond simply with the subjectively defined stages of this role for either wife or daughter caregivers. In fact, we found that both the type of kinship relationship (wife, daughter) and the type of onset of the caregiving role (gradual, abrupt) condition the association between duration and stage of caregiving. For wives who experienced a gradual entry into the caregiving role and for daughters who experienced an .169 (.192) -.142 (-.192) .45
Note: p = standardized regression coefficient; subjective burden. + p < .10; *p < .05; **p < .01; ***p < .001. b = unstandardized regression coefficient; the dependent variable in this table is abrupt entry, there was a significant association between duration and stage. The pattern for daughters was consistent with our hypothesis that an abrupt onset would increase the consistency between duration and stage, which was based on the assumption that a clearer demarcation of the beginning of the caregiving career would promote a stronger association between stage and duration. However, wives with an abrupt entry did not show this pattern; rather, it was when the onset of caregiving was gradual that wives showed a stronger association between the duration of their caregiving and their perceived stage of caregiving. It is possible that wives are better able than daughters to detect the subtle changes that accompany gradual onset of disease or disability, and that for them, an abrupt onset may have a traumatic rather than a clarifying effect. These findings reveal the complexity of the temporal nuances of the caregiving role as subjectively experienced and confirm Pearlin and Aneshensel's (1994) observation that the point at which caregiving actually begins is distinct from the point at which a family member begins to identify with the role of caregiver.
Because self-defined stage of caregiving was distinct from the length of time care has been provided, we sought to understand the other factors that are related to a caregiver's perception of her stage in the caregiving career. Wives appeared to consider their own resources in determining their perceived stage of caregiving. When their health was poor, they may have evaluated their capacity for continued caregiving more negatively; hence, they perceived that this role would end soon. Better educated wives (who had higher incomes, r = .427, < .001) may perceive that they will have options for accessing formal supports when their own caregiving capacity becomes more tenuous. Past research has also shown that higher SES caregivers are more likely to consider nursing home placement than lower SES caregivers (Colerick & George, 1986) , which is one reason why a caregiver might feel that the end of caregiving is near. It is also possible that high-SES daughters have high-SES parents who can afford to purchase the quality of residential care they prefer.
For daughters, a somewhat different pattern emerged. Daughter caregivers who were older, bet-ter educated, married, and had a parent in poorer health perceived themselves to be in the later stages of caregiving. Continued caregiving was less of an attractive option for these daughters when the demands became too great (i.e., when the parent was in poorer health), when her own capacity to provide care was more limited (i.e., she was getting older), when she had competing role demands (i.e., being married), and when she had other options for arranging for care to be provided to her parent (i.e., better education as a proxy for SES).
Thus, perceived stage of caregiving is a function of the characteristics of the caregiver (for wives, education, and health; for daughters, age, education, and marital status), the health of the care recipient (for daughters), and duration of caregiving. In the case of wives, those with a gradual onset and a longer duration perceived themselves to be in the later stages of the caregiving career, whereas for daughters, those with an abrupt onset and a longer duration perceived themselves to be later stage caregivers. Thus, although the passage of time comes into play here, its effect on perceived stage of caregiving is tempered by type of onset and kinship relationship.
The extent to which the temporal dimensions of caregiving were related to closeness of the relationship with the care recipient and feelings of subjective burden showed a distinct pattern in wives and daughters. The subjective perception of stage of caregiving was predictive of both of these dependent variables in daughters. Those who perceived themselves to be in the later stages of caregiving reported a more distant relationship with their mother or father and felt more burdened than those in the earlier stages of caregiving. This pattern is suggestive of the "wear and tear" effect of caregiving (Townsend etal., 1989) .
For wives, stage of caregiving was predictive of relationship closeness with the husband, and type of onset of the caregiving role conditioned the effects of duration on subjective burden. Interestingly, the pattern in wives appeared to be in the opposite direction as for daughters. Wives in later stages of caregiving felt greater degrees of closeness in their relationships with their husbands. For those wives reporting an abrupt onset of the caregiving role, a longer duration of care was predictive of lower levels of subjective burden. This pattern is suggestive of both the "adaptational" pattern identified by Townsend et al. (1989) and consistent with the observation of Biegel et al. (1991) that when there is a sudden onset, caregivers show an initial peak of distress followed by a reduction in distress as time passes.
Note that our initial hypothesis was that daughters would show an "adaptational" pattern and wives a "wear and tear" pattern. Our reasoning was that the beginning of caregiving would be more disruptive to the daughter's prior relationship with the parent than the wife's with her husband, whereas the end of caregiving would be more difficult for a wife, as she would anticipate a life alone after caregiving ended. Rather, we found the reverse. Among the possible explanations of the distinctive patterns in wives and daughters are differences in the continuity of their prior relationship with the care recipient, differences in the role commitment of the caregiver, and differences in the range of social roles each type of caregiver occupies. Thus, wives may show higher levels of closeness with their husband and lower levels of subjective burden at the end of the caregiving career than at the beginning because of the greater degree of continuity in their relationship, the enduring commitment of the marital relationship, and their relatively few other competing social roles, all of which might sustain the wife as caregiver over time. Daughters, in contrast, may show lower levels of closeness and more burden at the end than at the beginning of caregiving because the role reversal disrupts their prior relationship with their parent and because they have other roles in their lives (wife, mother, employee) that compete with caregiving. Both of these factors may take an ever-growing toll on the daughter caregiver. These findings underscore the need to separate out different subgroups of family caregivers, rather than analyzing them as a heterogeneous group.
Two additional factors that we found to be strongly predictive of caregiver well-being were the age of the caregiver (predictive of burden) and the problematic behaviors of the care recipient (for both burden and relationship closeness). Younger caregivers, both wives and daughters, felt more burdened than older caregivers. These findings are consistent with past research (Greenberg, Seltzer, & Greenley, 1993; Young & Kahana, 1989) and may emanate from the distress of "off-time" (i.e., younger age) caregiving. That is, caregiving may be a more easily accepted role at a later stage of the life course than earlier. There is a wide age range of wives (38 to 92 years) and daughters (31 to 74 years), and it appears that the younger members of both groups felt the most burdened. Problematic behavior by the care recipient was also strongly related to caregiver well-being, consistent with much past research (e.g., Pruchno & Resch, 1989) and may suggest that the interpersonal stresses of caregiving take a greater toll than the physical caregiving dimensions, which were not related to the well-being of the caregiver in this study.
There are a number of possible interpretations of the distinct patterns observed in wives and daughters that we found in this study. One prominent explanation, which has guided our interpretation of findings, concerns inherent differences in the quality of the marital relationship as compared with the filial relationship. Additionally, stage of life differences may be explanatory, particularly with respect to role occupancy. Past research has shown that holding multiple roles tends to be associated with favorable psychological well-being (Hong & Seltzer, 1995) . Adult daughters, who are in late midlife, tend to occupy a greater number of roles than wives, who are considerably older. Old age is a time when many roles are lost due to retirement, restrictions imposed by health problems, and the like (Moen, Robinson, & Fields, 1994; Rosow, 1985) . Thus, the addition of the caregiving role during a period of role loss may account at least in part for the adaptational pattern we observed in the wives.
Alternatively, the different pattern of predictors found for wives and for daughters could stem from differences in patterns of coresidence. All wives coresided with their husbands, whereas 86% of the daughters lived apart from their parents to whom they provided care. Thus, it is possible that the distinct patterns we observed for each type of kinship relationship (wife, daughter) are in part due to differences in their residential arrangements. Note, however, that in preliminary analyses we found that there was no relationship between daughters' coresidence status and either perceived stage of caregiving, feelings of closeness with the care recipient, or subjective burden.
There are several limitations of the study that temper the findings. First, because the findings are based on cross-sectional data, they should be interpreted with caution. There is the possibility of differences between caregivers who remain in this role until its end versus those who relinquish it at an earlier point in its natural history. In addition, with cross-sectional data, it is not possible to determine the causal or temporal ordering of variables. These are issues to which we will return in our longitudinal analysis.
Another limitation is that although we are contrasting the caregiving careers of wives and daughters, we do not directly assess the magnitude of the differences of the coefficients found for these two groups. A different approach would have been to conduct the analyses using a single equation for the wives and daughters and adding interaction terms to determine different patterns for the two groups. However, the drawbacks of this approach outweighed its advantages. Specifically, because our models involve interaction effects, the inclusion of additional interactions for the kinship variable would have necessitated higher order interactions, which are difficult to interpret. Additionally, there were conceptual reasons for analyzing the wife and daughter samples via separate models, stemming from their different positions in the life course and differences in patterns of marital status, coresidence, and gender of the care recipient.
In conclusion, our findings suggest that it is necessary to consider three temporal indicators of the caregiving career -type of onset, duration of care, and stage of caregiving -in order to understand the complexity of the caregiving career as subjectively experienced. They also suggest that inconsistencies in findings from past research on the impact of caregiving may stem from lack of attention to how the experience of caregiving is conditioned by variations in the kinship relationship, the objective and subjective temporal dimensions of the caregiving trajectory, and the type of onset of this role.
